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Abstract
In recent times the prevalence of the Spanish language in the United States has been on a
steady incline, and the language barrier created between patients and providers is only growing.
Studies display a direct relationship between communication barriers formed by insufficient
interpretation methods and negative patient outcomes due to a lack of understanding. This study
will evaluate of the effects of Spanish-English interpretation in the United States health system
as well as review the significance of direct patient-provider communication and how to improve
these methods. Research methods will involve the use of other accredited academic literature and
studies, as well as pulling demographic data from both local and national sources. The aim of the
study is not to formulate a new study, but to build off of previous research to raise awareness and
provide analytical recommendations. Based upon the findings of this study, it can be inferred that
interpretive services, when offered and effective, have the ability to improve patient satisfaction
while minimizing language barriers and other affiliated disparities in the U.S. health system.

Key Terms: Language Barrier, Health Disparity, Cultural Competence, Quality of Care, Limited
English Proficiency (LEP), Bilingual Health Care

5

Spoken Barriers: The Effects of Spanish-English
Interpretation Within the United States Health System
Introduction
The dramatic growth of Spanish-speakers in the United States as well as the
conceptualization of providing quality care to all has brought into question the impact that
language barriers have in the United States health system.
My interest on the impact of language barriers in healthcare began upon my enrollment
into SPAN 220: Intensive Spanish for the Professions with Yoanna Greenwood, my freshman
year at the University of Nebraska – Lincoln. SPAN 220 was a course placing emphasis on the
communication and professional interactions in the field of health and medicine, specifically
serving as an introductory course to translation and interpretation in Health Care. The course was
a perfect fit for a pre-medical student interested in community and public health, like myself. As
an honors student, I opted to contract the course for honors credit which involved volunteering at
the Clinic With a Heart as a Spanish interpreter and conducting interviews with other
interpreters. My duties at the clinic varied from day to day, but primarily involved assisting
Spanish speaking patients with paperwork, completing miscellaneous clinic duties, and
interpreting during their consultations. Additionally, it was my responsibility to know the
appropriate terminology and be aware of any cultural differences that might impact the patient’s
care.
My work with Professor Greenwood and the Clinic With a Heart prompted my decision
to pursue a second major in Spanish. However, it was my personal experiences with Spanishspeakers while working as a pharmacy technician at multiple hospitals and clinics that inspired
me to become a bilingual healthcare provider. There were several instances in which I was
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approached by Spanish-speaking patients at the pharmacy and there was limited access to
effective methods of interpretation. With each interaction, I became more aware of the gap in our
health system when it comes to the care of individuals who speak a language other than English.
This project aims to not only raise awareness to the prevalence of this ever-increasing gap, but
moreover to analyze the results from various studies to propose potential solutions on how to
effectively minimize negative patient outcomes while simultaneously increasing patient
satisfaction.
Research Methods
Upon the submission of my prospectus for this project, my intended research methods
included the compilation of accredited academic articles retrieved from databases, the
conduction of live interviews, and the issuing of a patient satisfaction survey at multiple local
healthcare facilities. However, as one reads through my project, they will realize that I did not in
fact, conduct my own interviews nor did I issue my own patient satisfaction survey. Shortly after
submitting my prospectus in spring 2020, the COVID-19 pandemic became prominent in our
society, dramatically impacting our day-to-day functions. This did not exclude the future
direction of my project. As society, more specifically, as healthcare facilities adjusted to the new
norm, my access to these facilities was severely limited. Therefore, the scope of my projected
also needed to adjust to the new norm. To accommodate for the impact of the pandemic on my
work with local healthcare facilities, I utilized other researchers’ data and studies from accredited
databases for the majority of my information. Additionally, I supplemented my work with a
section covering the impact that the COVID-19 pandemic has had on the Hispanic population in
the United States.
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My updated research methods entailed conducting searches through the University of
Nebraska - Lincoln’s databases by primarily using my listed key words. To help mitigate any
bias that might have accompanied these search results, I minimized my use of words or phrases
that might carry either a positive or negative connotation. This helped supply results that
contained unbiased research studies and statistics, as well as interpreter implementation practices
in healthcare facilities. Every section, with the exceptions of “Strategies for Overcoming
Language Barriers in Healthcare: Analysis & Recommendations” and the end of “Interpretation
Methodologies”, utilizes accredited publications. These exceptions combine the information
from various sources with my personal opinions on how to most effectively minimize negative
patient outcomes while simultaneously increasing patient and provider satisfaction.
Spanish-Speaking Population in the United States
Currently, individuals identifying as Hispanic and Latino account for more than 18.1% of
the U.S. population, making them the largest minority group in the U.S. (Profile, 2019). In
addition to being the largest minority group, they are also the fastest growing, and are estimated
to account for nearly 22.8% of the U.S. population by 2035 (Vital, 2015). The globalization and
appeal to the U.S. in particular, has to do with immigrants seeking better opportunities on the
basis of work, education, health, and many other opportunistic factors (Squires, 2018).
Accompanying this influx of Hispanic individuals, is the increasing prevalence of the
Spanish language and cultural norms. It is important to note that both language and culture varies
greatly among Hispanics and Latinos based on their country of origin. Table 1 from the 2015
CDC study (below) contains a census breakdown of the Hispanic/Latino population by country
of origin in 2013. The highest subpopulations are Mexicans, Puerto Ricans, and Central
Americans, which in total account for nearly 82.4% of the U.S. Hispanic/Latino population
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(Vital, 2015). Figure 1 displays a map of the top 10 states in the U.S.
with the largest Hispanic/Latino Populations, with the top three as
follows: California, Texas, and Florida (Profile, 2019).

Figure 1: Map of top 10 states displaying
target Hispanic Latino population

On average, Hispanics, especially those not born in the U.S., have limited English
proficiency (LEP). LEP can be defined as those with a “limited ability to read, write, speak, or
understand English” (Masland, 2010). Levels of LEP can vary drastically depending on an
individual’s age, health, country of origin, education, and socioeconomic status. Moreover, to be
classified as an LEP individual, someone can be deficient in all or just one of the previously
listed categories (reading, writing, speaking, or understanding). Hispanics are 20 times more
likely to not speak English proficiently than any other immigrant populations (Vital, 2015).
According to the 2017 Census Bureau population estimate, 72% of Hispanics reported speaking
a language other than English at home and 29.8% acknowledged that they were not fluent in
English (Profile, 2019). This differentiation in language ability has become especially
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problematic in the U.S. health system, creating seemingly insurmountable communication
barriers between patients and providers. In addition to an increased chance of negative outcomes,
there is also a corresponding increase in both patient and provider dissatisfaction to the quality of
care being received. The following section is a review of the implications and disparities among
the Spanish-speaking population.
Implications of Language Barriers
To begin this section, it is important to look at the current data available on additional
external factors (besides language proficiency) that could be contributing to the formation of
health disparities among the Hispanic population including educational attainment,
socioeconomic status, and insurance coverage. A health
disparity can be defined as an inequity in health or health
care between different demographic populations (KimRomo, 2014). Figure 2 displays an organizational
representation of the various variables that impact the
formation of a health disparity based upon race and

Figure 2: Does race and/or language concordance
between physicians and patients improve processes
and outcomes of health care?

language (Cooper, 2004). The corresponding study found that patients requiring an interpreter
had less of an understanding of their disease/treatment, an increased use of preventative services,
as well as an association with patient satisfaction and language concordance (Cooper, 2004).
Figures 3, 4, & 5 display graphical representations of their
results. What these results tell viewers, is that interpretation
methods are often causing dissatisfaction among patients and
language concordance (between patient and provider),
eliminating the use of a third party, is often the preferred
Figure 3: Patients who need an interpreter report
less understanding of their disease and treatment
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method (Cooper, 2004). Additionally, preventative services are more frequently used in
situations involving interpreters, suggesting an incongruency in the treatment being received by
this subgroup of patients (Cooper, 2004). This data corresponds to the questions of the impacts
of language-associated disparities have in relation to the quality of care being provided.

Figure 4: Patients receiving interpreter
services increase use of preventive services

Figure 5: Language concordance with
providers and professional interpret services
are associated with patient satisfaction

All of the statistics presented in the following paragraphs were taken from the
Department of Health and Human Services Office of Minority Health which was compiled from
the 2017 Census Bureau population estimates (Profile, 2019). The data depicted that 25% of
employed Hispanics worked within service occupations, while only 21.9% worked in
managerial/professional occupations. Comparatively, only 14.7% of employed non-Hispanic
whites worked in service occupations, while upwards of 42.9% worked in
managerial/professional positions. This correlates directly to the educational attainment of each
demographic group. Approximately 68.7% of Hispanics obtained their high school diploma
while only 16% went on to obtain a bachelor’s degree or higher. By comparison, 92.9% of nonHispanic whites obtained their diploma and 35.8% obtained a bachelor’s degree or higher.
However, despite relatively similar unemployment rates (6% among Hispanics and 4.2% among
non-Hispanics), the median household income and percentage of the population living at or
below the poverty level were still significantly lower and higher, respectively, among Hispanics
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when compared to the non-Hispanic population. The median income among Hispanic households
was only $49,793 in comparison to $64,845 of non-Hispanic white households. Additionally,
those living at or below the poverty level was as high as 19.4% among Hispanics and only 9.6%
among non-Hispanic whites.
In American society, the level of education attained correlates strongly and directly with
job prospects. Typically, regardless of demographic background, if an individual has a higher
level of education, they will tend to have a higher paying job. However, as seen in the numbers
above, demographic background does seem to play a substantial role in educational and work
prospects. This can greatly affect minority groups’ access to adequate health insurance which can
be further applied to the quantity and quality of healthcare received by said populations. The
2017 Census data showed that of any other minority group, the Hispanic population had the
highest proportion of uninsured individuals with only 49% having private insurance coverage
and 38.2% having public insurance. This left approximately 17.8% of all American Hispanics
without health insurance. By comparison, 75.4% of non-Hispanic whites had private insurance,
33.7% had public health insurance, and only 5.9% had no health insurance.

Figure 6: Graphical representation of the 2017 Census Bureau estimates
https://minorityhealth.hhs.gov/omh/browse.aspx?lvl=3&lvlid=64
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Despite the disadvantages set in front of them, the Hispanic population ultimately had
better health outcomes when compared to every other racial groups (Vital, 2015). Why is this?
While the answer to this question is an area of interest for current research, some studies suggest
that the general heterogenicity of the Hispanic population and variations in cultural norms and
practices could be a contributing factor. There is evidence that among U.S. Hispanic populations
that there are stronger social networks, healthier diets, and lower smoking rates (for some
subpopulations) all of which may be aid in longer lifespans (Hostetter, 2018).
Table 2 and Table 3 from the 2015 CDC study display the leading causes of death for the
Hispanic/Latino population and the prevalence of cancer, heart disease, and diabetes in the U.S.
respectively (Vital, 2015). The key takeaway from the data presented in these tables is that both
whites and Hispanics have a high death rate as a result of heart disease and cancer, but overall,
Hispanics have lower death rates in nine of the 15 leading causes of death in the U.S. (Vital,
2015). However, despite relatively better overall health outcomes, the Hispanic populations has a
significantly higher death rate
(about 50% higher) from chronic
diseases such as diabetes or liver
diseases like cirrhosis (Vital, 2015).
Correspondingly, the increased
death rates in these chronic diseases
could be attributed to the higher
prevalence of obesity,
hypertension, smoking, heart
disease, and cancer among U.S.-
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born Hispanics (Vital, 2015). This is particularly relevant for Puerto Ricans who seem to save
substantially higher rates of asthma, HIV/AIDS, and infant mortality and for Mexican Americans
who have extremely high rates of diabetes (Profile, 2019).
Further implications of these results could be due to a variety of factors including, but not
limited to lack of sufficient access to interpretative services (language barriers),
misinterpretations of patient histories, the overwhelming diversity of Hispanic populations and
cultural norms, variations in linguistic phrases or medication/treatment names, and a general lack
of trust of the U.S. health system.
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Approaches to Interpretation
Before evaluating the various methodologies, it is important to discuss the two different
approaches of interpretation: the conduit model and the utilitarian approach. When interpreters
undergo professional training, they are instructed to abide by the conduit model. The conduit
model is the objectification of interpreters into tools rather than human beings with their own
voices (Hsieh, 2013). Its purpose is to silence the voice of a third party in order to maintain a
constant line of communication between patient and provider. On the other hand, the utilitarian
approach is a complex, idealistic configuration of the different roles and functions of an
interpreter through the incorporation of emotional and interpersonal relationships (Hsieh, 2013).
While vastly different in what is considered permissible with each approach, both aim to obtain
optimized patient care and satisfaction among all involved parties (interpreter, patient, and
provider).
More often than not, the conduit model is the preferred approach of interpreters.
However, this idealistic approach has resulted in varying levels of dissatisfaction amongst all
three parties: patient, provider, and interpreter. A 2012 study conducted in-depth interviews with
both interpreters and providers of varying languages and specialties to explore the pros and cons
of each approach (Hsieh, 2013). The dominating theme amongst providers in regard to the role
of an interpreter followed the utilitarian approach. A utilitarian approach influences providers in
four distinct areas: hierarchical structure, interpreters as information gatekeepers, interpreters as
provider proxies, and the use of an interpreter’s emotional support as a tool (Hsieh, 2013).
The primary struggle between interpreter and provider is that of the medical hierarchy. It
is a common theme that providers feel that interpreters should not question their interactions with
patients, nor should they communicate non-medically pertinent information (Hsieh, 2013). This
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is problematic for several reasons. Providers may not understand the cultural differences of the
languages and may fail to account for the meaning of certain phrases or words. Furthermore, the
provider may not understand the cultural differences when it comes to treatment and medication
practices (Kim-Romo, 2014). The filtering of information to be passed along could also greatly
affects the patient-provider relationship. Patients may not feel that they can be open and trusting
with their provider which could impact the quality of their care. Moreover, interpreters have not
been trained to effectively differentiate between medically and non-medically relevant
information which could also be problematic to the patient’s care. A potential solution to this
difference of opinions is that providers should be trained in the conduit model to promote
effective communication (Hsieh, 2013).
Another abuse of roles is the use of the interpreter as a proxy on behalf of the provider.
While it may facilitate in the comfortability of the patient, an interpreter acting as a proxy can
result in them acting as a patient advocate which ultimately is not part of their role. Additionally,
this is another instance in which the interpreter is not trained on the roles of a provider and
therefore should not be supplying a patient with medical advice. However, the area of
interpreter’s emotional support of patients has been viewed as an “acceptable and appropriate”
non-conduit behavior by both interpreters and providers (Hsieh, 2013). Both parties feel that by
sharing the same language as the patient, the interpreter might be able to find out more medically
relevant information than a typical consultation would permit (Hsieh, 2013). Therefore, the
connection would facilitate the process of providing patients with quality care.
Interpretation Methodologies
When evaluating various reviews of the different methods of interpretation, the answer
was not as clear as expected. Rather, the type of interpretation varies largely based on
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geographical location, as well as the type of facility. Many would believe that live, face-to-face
interpretation would be the preferred method in the vast majority of situations for both patients
and providers, however, technological development and new studies might say otherwise.
Overall, “the cost of providing language services may be recouped through reduced testing,
shorter visits, and better compliance with treatment and follow-up instructions” (Masland, 2010).
The provision of language services to those with LEP decreases negative patient outcomes while
increasing patient satisfaction; however, the purpose of this section of the evaluation is to
determine which methodology is the most effective.
Ultimately when accessible and effective, human face-to-face interpretation is the
preferred method of all involved parties simply due to the humanistic nature of the encounter.
However, there are significant drawbacks to this method of interpretation that may result in the
preference of other forms of interpretation such as telephone or videoconference interpretation.
In terms of scheduling, the addition of a third party to a consultation makes scheduling
significantly harder, and if not utilized appropriately, it may not be the most cost-effective
method available. While Title VI of the 1964 Civil Rights Act guarantees that all recipients of
federal funds receive language assistance free of charge, this does not mean that these third-party
payers (such as Medicaid) are required to reimburse for interpreters (Masland, 2010). This then
must be paid for directly by the hospital or clinic supplying the service which could be
problematic if there is not a high enough demand for interpreters, especially for multiple
languages.
While patient satisfaction is the primary goal to achieving quality care, face-to-face
interpretation may not always be the best option available. The primary limitation of face-to-face
interpretation is accessibility and longer wait times. The ever-expanding world of technology has
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enabled humans to surpass countless barriers, including language barriers in healthcare. Amidst
the COVID-19 pandemic, society has seen a dramatic increase in the use of telehealth, enabling
individuals to receive healthcare from practically anywhere. The same technology is being used
to provide interpretation for LEP individuals. In this section, I will discuss the pros and cons of
the various technological approaches (telephonic, videoconference, call centers, and Internet
websites) to medical interpretation.
Simultaneous telephonic interpretation was one of the first technological advancements in
the field of interpretation. Initial attempts at simultaneous telephonic interpretation were
achieved after World War I through the use of booth technology at the League of Nations
(Quick, 2018). However, it was not until after World War II that simultaneous interpretation was
utilized publicly in the Nuremberg Trials (Quick, 2018). This technology was further developed
upon the arrival of the field of over the phone interpreting (OPI) to Australia in the 1970’s (Brief,
2015). It was not until 1981 when the first OPI was introduced to the U.S., but it rapidly grew in
popularity and was quickly incorporated into the medical field (Brief, 2015). The initial appeal to
telephonic interpretation as opposed to face-to-face interpretation is that it rapidly accessible,
thus minimizing patient wait times and increasing patient satisfaction. Another positive aspect of
telephonic interpretation is the increase in patient privacy due to the absence of a third party
being physically present. However, the primary negative aspects to telephonic
interpretation are the lack of visual forms of communication (such as body
language or facial expression) and their limitations on the complexity of
exchanges (Masland, 2010). Studies and patient satisfaction surveys have
shown that telephonic interpretations are best for simple, short consultations
as opposed to full-length appointments (Masland, 2010).

Figure 7: Example of
telephonic interpretative service

18
Due to technological advancements, the initial theories of OPI are still being utilized,
however, telephonic interpretation services are becoming increasingly obsolete and instead are
being replaced by videoconferencing. Videoconference technology provides the same appeals of
telephonic interpretation; however, the use of a camera enables the visualization of other types of
non-verbal communication such as facial expression and body language (Masland, 2010). It is
the closest representation of face-to-face interpretation without requiring the physical presence of
a human interpreter. Videoconferencing has displayed the highest level of satisfaction amongst
all three involved parties: patients, providers, and interpreters. One
negative aspect to videoconferencing is the lack of privacy when it
comes to physical exams or other sensitive topics (Masland, 2010).
There is a simple solution to this concern: either cover up or turn off
the camera to ensure maximum patient privacy.

Figure 8: Example of videoconference
interpretative service

Depending on the geographical location and type of facility (i.e. hospital vs. clinic),
telephonic and videoconference interpretative services may be more cost-effective option as
opposed to hiring face-to-face interpreters. Subscription to these services increases the access to
a greater range of available languages that may not be as common. The primary concern in
regard to both telephonic and videoconference interpretative services is the initial start-up cost
and the acquired maintenance cost over the years (Masland, 2010). These concerns typically
appear to be relevant to the use of private companies. To accommodate for these cost concerns,
another interpretative option is the use of large-scale telephonic or videoconference call centers.
“The cost of call center interpretation is approximately one third the cost of face-to-face hospitalbased interpreters” (Masland, 2010). Call centers incorporate all of the previously listed positive
aspects of telephonic and videoconference interpretation, but they also have the added benefit of
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accommodating more languages and providing 24/7 access to live interpretation (Masland,
2010).
The final method of technological interpretation to be discussed is the utilization of
online translational tools or applications such as Medibabble, Google Translate or Spanish
Dictionary. The use of these tools may provide quick and easy access to instantaneous
interpretation, but the risk of error increases exponentially. The use of non-validated internet
translation tools can result in poor accuracy, HIPAA compliance issues, and the inability to
interpret more than basic sentences (Squires, 2018). Ultimately, these types of tools are not
sophisticated enough to understand medicine as its own language and put the organization at a
high legal risk (Squires, 2018). Errors can result in an increase in negative patient outcomes due
to lack of understanding or misunderstanding of the information being communicated.
Based upon my research of the various interpretation methodologies, I have determined
that there is not a simple answer to what method is the most effective. The reality is that there are
a variety of significant factors that will influence the effectivity of different interpretative
services such as the geographical location, demographic distribution (i.e. percentage of Spanishspeakers), type of facility, and available funding for each facility. Since the focus of this paper is
on Spanish-speakers in the U.S., I will only be supplying recommendations for that particular
demographic. In locations and facilities that treat a significantly higher percentage of Spanishspeakers such as California and Texas (see Figure 1) or free clinics, it may make sense to hire
either one or multiple full-time, paid Spanish interpreters rather than utilizing technological
services. The reasoning behind this suggestion follows the idea that patient satisfaction is higher
with real-time, face-to-face interpretation due to the humanistic aspect of the experience.
However, for areas treating fewer Spanish-speaking patients, this may not be the most cost-
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effective method. I would then suggest that they utilize the technological services available. Due
to the never-ending technological advancements of society, I would recommend utilizing
videoconference services rather than telephonic. There is also the added benefit of having a
visual perspective during a patient interaction for both the interpreter and the patient and the
reduction in wait-times often associated with physical interpreters.
Strategies for Overcoming Language Barriers: Analysis & Recommendations
To reiterate, the purpose of this evaluation was to not only draw attention to the impact of
language barriers in healthcare, but to determine how to best overcome these barriers to
minimize negative patient outcomes while simultaneously increasing both patient and provider
satisfaction. Based upon my research findings, I have compiled various strategies on how to best
accomplish these goals. Please note that these are not the only possible strategies available,
rather, they have been selected to be discussed based upon my personal reasoning. Additionally,
these strategies are applicable to any language, not solely Spanish. Table 4 provides a summary
of the key information regarding my personal analysis and recommendations regarding the
different strategies discovered in my research.
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Just like with any difficult situation, in order to effectively overcome language barriers in
healthcare, the process begins with effective training. It is imperative that both interpreters and
providers receive adequate training on interpretive services in order to provide the highest
quality of patient care to individuals with LEP.
The National Council of Interpreting In Health Care (NCIHC), an organization dedicated
to enhancing language access in health care, does not require a minimum number of training
hours for interpreter certification. Instead, they recommended that individual interpreter training
services adhere to their curriculum standards from 2011 to become certified medical interpreters.
They recommend that a minimum of 40 hours be dedicated to study and practice of interpreting
in medical encounters before taking the certification course and, or board exam (Squires, 2018).
Currently, board-certification is not required for an individual to work (paid work, not volunteer
work) as a medical interpreter, they need only complete a basic certification course (Squires,
2018). The National Board of Certification for Medical Interpreters (NBCMI) is the organization
that offers the tools for medical interpreter certification in various languages. There are two
board-certification pathways to medical interpretation depending on the language of interest:
Hub-CMI and CMI. CMI is the pathway available specifically for Spanish, Cantonese,
Mandarin, Russian, Korean, and Vietnamese, while Hub-CMI is for languages not included in
the CMI pathway (NBCMI, 2016). Each of these certification pathways require the passing of
both a written and an oral examination, however, there are no mandatory training procedures, nor
do they provide such services. They do, however, recommend that prospective medical
interpreters seek training through accredited external companies such as the International
Medical Interpreters Association (IMCA) (NBCMI, 2016).

22
It is my personal belief that a strong first step to minimize negative outcomes due to
language barriers is to require strict training protocols for medical interpreters. Such protocols
should include mandatory board-certification as well as a specified minimum training hour
requirement. Training hours would need to include the completion of an accredited lecture-style
course as well as live, evaluated practice encounters. Additionally, I feel that it is important that
prospective interpreters complete a cultural competency course that specifically provides
information surrounding the regional differences for individuals of a different primary language.
For instance, it is significant to note that Spanish-speakers come from more than 20 different
countries (Hostetter, 2018). Each country, more specifically, each individual may have different
cultural practices or beliefs as well as language terminology and phrasing that might impact their
medical care. Effective interpretation must account for these linguistic differences.
While I believe interpreters should receive improved training, I think it is equally
important for providers to also receive enhanced training on interpretive services. Specifically,
provider training should aim to increase the understanding of the functions and practices of
interpreters, knowledge of when an interpreter should be utilized, as well as their personal role in
achieving cultural competency.
A common theme among providers is the lack of understanding of the conduit model of
interpretation and “little is known about interpreters’ actual role[s]” (Hsieh, 2013). Rather,
interpreters tend to adopt a utilitarian approach to the role of interpreters which can have a severe
impact on the quality of care that a patient receives (Hsieh, 2013). To accommodate for this, I
believe that providers should undergo training on the role of interpreters and the basics behind
the conduit model. However, I do believe that the conduit model, depending on the situation, can
be too rigid and therefore does not maximize an interpreter’s communication abilities. I will
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discuss this more in the following paragraph. By increasing provider understanding of the role of
an interpreter, this then will enable providers to utilize interpreters at more strategic moments,
thus promoting the cost-effectivity of interpretive services while supporting quality care. A
nursing review identified three critical times in which an interpreter should be used in a hospital
setting: upon admission, during patient teaching, and at discharge (Squires, 2018). The overall
effect of supplying interpretation at these moments for patients with LEP resulted in a lower
amount of medication errors and hospital readmissions (Squires, 2018).
As mentioned above, I believe that there are situations in which the conduit model of
interpretation can limit the type of information discovered by an interpreter. The conduit model
seems to, in a way, dehumanize the interpretation process. While this is the “ideal” approach, it
fails to accommodate for the presence of human nature. An interpreter “should be viewed as a
form of smart technology rather than a passive instrument to be wielded by the users” (Hsieh,
2013). It is natural for individuals of like backgrounds, such as a common language, to formulate
an emotional bond. With proper regulation, this could enable interpreters to discover more
personal information about a patient that might be deemed medically significant by a provider
and may ultimately improve the patient’s care. Collaboration between an interpreter and provider
on how a patient consultation should proceed could also promote the achievement of optimal
care. This melding of the two different approaches to interpretation (the conduit model and the
utilitarian approach) would allow providers maintain their control of a consultation while
maximizing the role of an interpreter (Hsieh, 2013).
Similar to the cultural competency training I suggested for interpreters, I believe that
providers should also receive a similar training regarding the varying cultural practices, beliefs,
and general lifestyles that might impact a patient’s medical care. Such a training might be
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difficult to implement for providers simply due to the sheer quantity of languages spoken in the
U.S. However, I believe that this training can be modified based on the facility type and regional
location to better serve the patient population of that facility or area. Since Spanish is the second
most common language spoken in the U.S., I think that basic training on patients of this
background could dramatically help minimize negative outcomes and increase patient
satisfaction. Table 5 provides a summary of common folk illnesses, causes, and remedies among
the Hispanic population which was provided in a CDC study on health communication with the
Hispanic/Latino population (CDC, 2012).

Another strategy on how to effectively minimize negative outcomes due to language
barriers is to prioritize medication management among patients with LEP. Improved medication
management and understanding among patients will have a corresponding decrease in negative
outcomes such as hospital readmissions or treatment errors due to issues with medications. To
accomplish this goal, hospitals and pharmacies should ensure that medication and treatment
instructions be provided in the patient’s preferred language (Squires, 2018). Regarding
medication management, it is important for providers to understand that while an individual may
be able to speak a language, they may not necessarily be able to read or write it (Squires, 2018).
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An effective method that could be useful in these scenarios is the “Teach-Back” approach.
During my pharmacy technician training, I was informed on the effectivity of the “Teach-Back”
approach in improving patient understanding of medication and therapeutic practices. The
“Teach-Back” approach simply incorporates a visual demonstration of medication uses by a
provider and then having the patient repeat the same actions to demonstrate their understanding.
A classic example of this method in action is through the use of an inhaler. When dispensing an
inhaler, a pharmacist might find it helpful to demonstrate the puffing and inhaling actions
associated with the proper use of an inhaler and then have the patient repeat it for them. A
“Teach-Back” approach to medication consultations can limit adverse medication errors and
improve patient satisfaction.
Additional strategies to prevent the formation of disparities based on language ability, is
to incentivize the hiring of bilingual staff and promote community outreach. Studies
demonstrated that it may be a financially smart decision to hire bilingual healthcare providers at
a higher hourly rate than those who only speak a single language (Squires, 2018). This would
thereby reduce the cost and overall need for interpretive services, improve patient satisfaction
while minimizing negative outcomes (Squires, 2018). Furthermore, the incentivization of hiring
bilingual healthcare providers would diversify our medical staff which would double in
improving patient satisfaction. A report put out by the Health Resources & Services
Administration (HRSA) found that the Hispanic population is highly underrepresented in all
healthcare occupations involved in patient diagnosis and treatment such as physicians,
pharmacists, nurses, physical and occupational therapists, etc. (HRSA, 2017). Table 6 represents
a breakdown of U.S. Health Occupations by Race and Ethnicity from 2011-2015 (HRSA, 2017).
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As mentioned before, there is a common theme of distrust of the U.S. health systems and
immigration services that may contribute to Hispanic individuals seeking of treatment and
general care appointments. There is evidence indicating that government practices of
immigration control has increased stress and frightened members of the Hispanic population
(regardless of their immigration status) from pursuing care or access to publicly funded health
services such as Medicaid (Hostetter, 2018). By utilizing community outreach programs, we can
divert these fears when it comes to minority populations, such as Hispanics/Latinos, seeking the
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care they deserve. Another positive aspect to community outreach is the increase in public
education when it comes to common health risks such as obesity, heart disease, diabetes, etc. The
improvement of general care practices can help mitigate the development of chronic disorders
that are frequently associated with the most common causes of mortality in the U.S. (such as
heart disease, diabetes, liver disease) as well as decrease the overall cost of care for the
individual and the provider.
Conclusion
In the spring of 1966, amidst the middle of the Civil Rights Movement, Martin Luther
King Jr. addressed the Medical Committee for Human Rights stating that, “Of all the forms of
inequality, injustice in health care is the most shocking and inhumane.” As a prospective
physician, I would have to agree. The fundamental premise of health care is the provision of care
to society. Yet the reality of the modern U.S. health system is that not every group of individuals
is receiving the same quality of care and access to sufficient resources or educational materials.
Whether acting implicitly, or explicitly, bias and the formation of health disparities exist in our
health system. The purpose of this review was not to solve health disparities among Spanishspeaking individuals as a whole, but rather to draw attention to the problem at hand as well as
provide potential strategies to help minimize the negative outcomes associated with them. With
the ever-expanding Spanish-speaking population in the U. S., the increasing need for effective
medical interpretive services, and the necessity of cultural competency, this topic will continue
to be of significant interest in the decades to come.
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